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Other 8%. Six patients reported that they were not prescribed
medication, so were not included in this analysis. Of the 47 who
were on HAART 48.9% reported ¼ 90% adherence in the past
month. Mean adherence for these 47 was 74.7% (SD ¼ 30.7). Four
reported zero adherence. Mean adherence in the past month for
behaviorally vs. perinatally acquired was 88% vs. 73.4%. Only
perinatally infected adolescents, 14%, reported ever having
stopped HAART medications because of a belief their HIV would
be healed spiritually. Total mean Religious Coping on the RCOPE
was 26.6 (SD ¼ 6.3); mean Negative Religious Coping was 2.7 (SD
¼ 3.5); mean Positive Religious Coping was 8.8 (SD ¼ 2.5).
Religious coping was not signiﬁcantly correlated with adherence
(Spearman r ¼ -0.006, p ¼ 0.97). The effect of Total Religious
Coping on adherence was not signiﬁcant (Spearman r ¼ -0.07, p
¼ 0.64), controlling for depression score (Mean ¼ 8.7, SD ¼ 8.1)
and source of transmission. Daily spiritual experiences were not
signiﬁcantly associated with adherence. The majority of adoles-
cents reported feeling God’s presence some days to many times a
day with almost half (41%) reporting feeling God’s presence
every day. However, this was not signiﬁcantly correlated with
adherence (r ¼ -0.03, p ¼ 0.86). This was the only item signiﬁ-
cantly different by transmission category on the BMMRS: 85.71%
of behaviorally vs. 43.59% of perinatally infected adolescents
reported feeling God’s presence (p ¼ 0.01), Adolescents with
higher levels of organized religious practices did not have higher
levels of HAART adherence (attendance at religious services:
Spearman r ¼ -0.11, p ¼ 0.44; take part in other religious ac-
tivities: Spearman r ¼ 0.07, p ¼ 0.63).
Conclusions: Contrary to our hypothesis no statistically signiﬁcant
associations were found between medication adherence and
spirituality/religiosity. Small sample size is a limitation, although
an item such as “ever stopped their medications because of belief
in miracles” is clinically meaningful.
Sources of Support: National Institute of Nursing Research/NIH
Award Number R01NR012711 and NIH National Center for
Advancing Translational Sciences CTSI-CN UL1TR000075.
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Purpose: Youth aged 15-24 years livingwith HIV have a diversity of
clinical care options available for HIV care in pediatric, adolescent,
and adult-oriented clinic settings. HIV providers from multiple
disciplines and specialties care for youth, however the adolescent
training characteristics and availability of HIV providers by disci-
pline and specialty training are notwell-described. Using data from
the HIV Research Network (HIVRN), a U.S. consortium of primary
and subspecialty pediatric and adult HIV clinics, we examine the
availability of adolescent-trained HIV providers to assess current
needs for building an effective youth-friendly HIV workforce.
Methods: We reviewed the training and specialty proﬁles for 114
providers at 12 clinic sites of the HIVRN using clinic-level datasolicited from a site survey. Providers’ training/specialties were
deﬁned by their primary professional license and specialty certi-
ﬁcation, where applicable: Adult (adult nurse practitioner (ANP),
internal medicine (IM) physician); Pediatric (pediatric nurse
practitioner (PNP), pediatrician); Combined Specialty (family
nurse practitioner (FNP) physician assistant (PA), internal medi-
cine-pediatrics (MP) or family medicine (FM) physicians); and
other (not speciﬁed). Adolescent training was deﬁned as having
completed a subspecialty fellowship in Adolescent Medicine; Pe-
diatric-oriented training assumed any training in pediatrics and
included all pediatric and combined specialty providers. Since
paired provider-patient information was unavailable, we used the
total numbers of youth enrolled at the 12 clinic sites between 2008
and 2011 to calculate the youth-to-provider ratios by specialty type
to ascertain the density of providers available to youth by specialty
categorization.
Results: Among 114 providers, 87 (76.3%) and 27 (23.7%) were
caring for youth at 7 adult and 5 pediatric HIVRN clinics, respec-
tively. No adolescent medicine subspecialty clinics are represented
in the HIVRN. For the 946 HIV-infected 15 to 24-year-old youth
receiving care between 2008 and 2011 (67% male; 69% Black; 46%
with MSM HIV acquisition risk, 55% in adult clinics), there were 58
(50.9%) adult (7 ANPs, 51 IM physicians), 20 (17.5%) pediatric (6
PNPs, 14 pediatricians), 21 (18.4%) combined specialty (9 FNPs, 4
PAs, 8 MP physicians); and 15 (13.6%) other providers. Youth-to-
provider ratios were 16:1 for adult, 47:1 for pediatric; 45:1 for
combined specialty; and 6:1 for other providers. While 41 (40.0%)
providers had pediatric-oriented training, only 3 (2.6%) providers
had adolescent medicine fellowship training.
Conclusions: Providers from myriad professional specialties care
for HIV-infected youth, however less than 3% of providers in this
geographically diverse sample of primary and subspecialty HIV
clinics have adolescent medicine subspecialty training. The lower
youth-to-provider ratio for adult providers also suggests adult
providers may have fewer opportunities to develop youth-oriented
approaches to care. Subspecialists in adolescent medicinemay play
an important role in developing provider-targeted interventions
that increase awareness of the unique needs of developing youth in
order to build clinical capacity on youth-friendly approaches to HIV
care.
Sources of Support: NICHD 5T32HD052459, NIAID
1K23AI084549, AHRQ 290-01-0012.
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Purpose: Youth (15 -24 years old) living with HIV are at high risk of
poor engagement in care compared to adults. At these transitional
ages, youth are seen in either adult or pediatric care settings and
may require youth-friendly approaches deﬁned by the World
Health Organization (WHO) as acceptable, accessible, appropriate,
equitable, and effective to remain in care. In this cross-sectional
study, we explored the availability of youth-friendly services that
Poster Presentations / 54 (2014) S34eS93 S61may exist in either adult or pediatric HIV Research Network
(HIVRN) clinics and evaluated the relationship of these services
with engagement in HIV care.
Methods: Seven adult and 5 pediatric clinics in the HIVRN, a na-
tional consortium of primary and subspecialty HIV clinics,
contributed data to this analysis. Eligible participants were 15 to
24-year-old youth receiving care at HIVRN clinics at any time be-
tween 2008 and 2011. Individuals who died or who transferred
their care to sites outside of the HIVRN were excluded (n ¼ 62), as
were transgendered youth due to small numbers (n ¼ 5). De-
mographic and clinical data collected included gender; self-re-
ported race/ethnicity; HIV acquisition risk; CD4 count; and
antiretroviral treatment (ART) status. Sites were surveyed to assess
the availability of youth programs, services, and clinic environ-
ments conforming to the WHO youth-friendly framework. The
primary outcome was engagement in care, deﬁned as having at
least one primary HIV visit and one CD4 count in the year 2011.
Multivariable logistic regression using theory driven models
assessed the clinic-level characteristics and youth services asso-
ciated with engagement in HIV care.
Results: Between 2008 and 2011, 941 HIV-infected 15 to 24-year-
old youth received care at HIVRN clinics (68% male; 69% Black; 69%
with non-perinatal HIV infection; median CD4 483 cells/mm3
[range 4-7231]; 67% on ART). Of these, 770 (82%) were engaged in
care in 2011. Clinic characteristics associated with engagement in
care in univariate analyses included availability of pediatric or
adolescent-trained providers (odds ratio (OR) 2.64; 95% conﬁdence
interval (CI) 1.87-3.71); youth-friendly waiting areas (e.g. youth-
oriented pamphlets, media access) (OR 3.09; 95% CI 2.11-4.53);
family planning/Title X services (OR 2.48; 95% CI 1.70-3.62), peer
support groups (OR 2.50; 95% CI 1.73-3.60); youth-tailored services
(e.g. youth social worker) (OR 2.64; 95% CI 1.85-3.77); and text/
email (OR 3.24; 95% CI 2.20-4.77) for patient communication. In
multivariable analyses, engagement in care remained associated
with having pediatric or adolescent medicine-trained providers in
the clinic (adjusted OR (AOR) 1.89; 95% CI 1.19-2.98) and youth-
friendly waiting areas (AOR 2.59; 1.59-4.23); conversely, decreased
engagement was associated with onsite peer support groups
which were not age-speciﬁc (AOR 0.16; 95% CI 0.05-0.55) after
adjusting for demographic and clinical variables.
Conclusions: For HIV-infected youth, youth-friendly waiting areas
and the availability of providers with pediatric or adolescent
trainingmay increase engagement in care. Peer support groups that
are not age-speciﬁc may negatively impact engagement. Further
investigations evaluating the effectiveness of youth-friendly ap-
proaches on engagement in care for HIV-infected youth are needed
to improve care delivery and clinical outcomes for youth.
Sources of Support: NICHD T32HD052459, NIAID 1K23AI084549,
AHRQ 290-01-0012.
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Purpose: To examine prevalence and correlates of use of with-
drawal (coitus interruptus), alone and in combination with othercontraceptive methods, among a nationally-representative sample
of young adults in the U.S.
Methods: Data come from the baseline survey of the Continuity and
Change inContraceptiveUse study, administered online to a national
sample of 4,643womenaged18-39 in late 2013.Analysis is limited to
889 women aged 18-24 who were sexually active in the last three
months, at risk of pregnancy and not trying to get pregnant. Con-
traceptive use in the last 30 days is measured in two questions
assessing hormonal methods separately from coital methods; in the
latter we purposely placed withdrawal as the ﬁrst option to elicit
more complete reporting.We compare twomeasures of withdrawal
use:withdrawalas themost effectivemethodused in the30days and
a dichotomous measure that identiﬁes any use of withdrawal in the
last 30 days. We also examine four different withdrawal “method
mix” categoriesdany use ofwithdrawal, usewith condoms, usewith
hormonal methods and use of only withdrawal.
Results: Among young women at risk of pregnancy, the shares
reporting withdrawal as the most effective contraceptive method
used in the last 30 days (11%) or reporting any use of withdrawal
during that period (44%) was substantially higher than recent esti-
mates from the National Survey of Family Growth of about 5% and
31% respectively. We found that 29% of young women reported
withdrawal used in combination with condoms (19%), hormonal
method (25%)or both;only15%reliedonwithdrawalexclusively.Any
use ofwithdrawal, alone or in combinationwith othermethods, was
more common among women who reported themselves in newer
relationships, not happy in their relationship, having more serious
arguments, not committed, and not in a monogamous relationship.
Withdrawal use was not associated with either objective or subjec-
tive birth control knowledge, union status or race/ethnicity. In
contrast,withdrawalalonewassigniﬁcantlymore likelyamongthose
married (24%) as compared to cohabiting (17%) or not in a union
(10%), as well as Hispanics (30%) as compared to NH white (11%) or
NH Black (12%) women. Finally, given common views that with-
drawal is only slightly better than using nothing, we compared the
correlates of withdrawal and non-use of any contraceptive method.
Non-use was particularly high among women reporting that they
(11%) or their partner (11%) felt it was not at all important to avoid
pregnancy, aswell as this scoring poorly on themeasure of objective
birth control knowledge; none of these factors was associated with
overall withdrawal use.
Conclusions: Asking directly about withdrawal use resulted in
higher reporting of this method than in prior studies. For many
youngwomen, withdrawal appears to be an important part of their
contraceptive strategies. Withdrawal deserves more attention
among reproductive researchers and service providers. More work
is needed to understand male motivation for withdrawal use,
especially given evidence of its use in combination with other
methods, in less stable and healthy relationships.
Sources of Support: JPB Picower Foundation.
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Purpose: According to the 2011 Youth Risk Behavior Survey (YRBS),
9.4% of US teens grades 9-12 reported being hit, slapped, or
